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 To demonstrate how our small practice PCMH uses a 
stepwise, team-based approach to improve the ABCS 
using population tools, providing resources and 
empowering patients to self-manage. 

Objective 



 One physician 

 One nurse practitioner-care manager (1/3 of FTE) 

 3 CMAs 

 1 Medical Office Assistant 

 2700 patients seen in 3 years, most > high school 
education, diverse cultural and economic 
backgrounds 

 

Our Team 



 

 Level 3 PCMH, part of MMPP Pilot since 2011 

 

 EHR-driven quality metrics to drive our efforts 

 

 Vision: “to equip, empower and engage our patients 
in their own healthcare” 

Our Practice Model 



Our Stats: NQF 0018 

47.71% 
2011: 47.71% 

 

 

 

 



THREE R’s 
 Registries:  uncontrolled +/- unseen HTN patients 

 Resources:  DASH Diet 

 Readings:  home BP recorded, reported & reviewed 

 

Steps to HTN Control 



 

Registry 



Registry Protocol 

 

 Identify high risk patients 

 Web message via Portal 

 Phone call outreach 

 vMessenger 



CRISP and ENS Protocol 



Alerts 

 Red text alerts for 
abnormal BP values 

 



Med Rec w/ Adherence Notes 



 Coach on self-monitoring 

 Review of home BP log/journal with clinician feedback 

 Impact of DASH Diet (esp effective for African 
Americans) 

 Motivational interviewing (meds, wt loss, smoking 
cessation, exercise, reducing alcohol intake) 

 Rx per evidence-based protocol 

 Reinforce ongoing monitoring w/scheduled f/u 

Readings: Patient Self-Efficacy 



 

 

Browse Section –  
Clear Instructions to Go 



DASH Diet weblink 



Results! 

  2012: 66.04% 

 

 2013:  80.85% 

 

 2014:  78-79% 

 



Summary 

 

The 3 R’s 
(registries, resources, reporting) 

 

 

 Population tools 

 

 Resource tools 

 

 Self-management 
strategies 
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Costs of the Model 

NON-$ 

 Continuous change 

 Extended office hours  

 Social determinants hard 

 Time: meetings, mapping 
quality measures, data 
analysis, practice re-design 

 

$ 

 Care manager salary 

 Decrease in FFS productivity 

 Rise in costs ~ $120,000/yr 

 Rise in overhead % from 52% in 
year 1 to 58% in years 3 and 4  

 



Benefits of the Model 

Non-$ 

 Innovative aspects 

 Patient gratitude 

 Collaboration w/ others 

 Data-proven better care 

$ 

 Fixed care mgmt payment 

 Potential for shared savings 

 EHR Innovations for Improving 
HTN Challenge Award 

 TOC payment since 2013 

 New CMS CCM payment 1/2015 

 



Realigning to Value:  A Mandate 



Care Plan Template 


